high vs. low education; and of 1.33 vs. 1.07 for nonmanual vs. manual offspring occupation.
This work poses challenging questions on the 'health legacy' we can build day after day with our professional and personal choices. To this extent, the first finding deserving attention is that Komulainen and colleagues estimated a 27% probability of transmission of ideal health behaviours from parents to their offspring. The number itself is a combination of genetic heritability and shared household components, without the possibility of further disentangling the specific contribution of each. However, current evidence indicates that unhealthy lifestyles are more likely to determine obesity and type 2 diabetes than is genetic susceptibility. 3 In addition, parental engagement is a key aspect in interventions on children's weight and healthy eating habits, 4 thus suggesting that the role of environment may predominate over genetics in the ideal health behaviour transmission. Therefore, we should acknowledge the need to value every euro invested today in promoting healthy lifestyles, not only for the effect on the present, but also for the non-negligible return on the future generation as well. Investing in prevention becomes a way to establish an intergenerational virtuous circle.
The second challenge posed by the paper by Komulainen and colleagues derives from the role played by a higher SEP in strengthening the intergenerational association of ideal health score, as compared with individuals with a similar ideal health profile but in a lower SEP class. In other words, the health legacy is not socially fair per se, and it may contribute to widening the social gradient in health in the next generation. Several SEP measures are involved, including parental and offspring education, and offspring occupation. This suggests the need for a multi-dimensional approach to increase the social equity of the mechanism driving the intergenerational healthy behaviours transmission. First, with a social mobility elevator interrupted since the 1990s in most European populations, 5 health initiatives and interventions should specifically target less-educated individuals in order to reduce social inequalities in health, with emphasis on cardiovascular diseases. 6, 7 Second, as the socio-occupational gaps in health continue to be a major concern in public health, it is relevant to mention that the work environment may be particularly suitable to address primary prevention based on behavioural interventions. 8, 9 Finally, the paper by Komulainen et al. stimulates a number of open research questions, including assessing the parental transmission of ideal health in less homogeneous populations; exploring gender-specific pathways of transmission; and a more comprehensive understanding of the underlying determinants. To answer these questions, we need more information from studies designed to investigate ideal health and healthy ageing longitudinally, at the same time taking into account some key methodological limitations such as selective attrition by socio-economic position.
2 This is not straightforward, as most prospective studies were, rather, designed to assess mortality and disease outbreak over time. However, research in this field is crucial to fuel the paradigm shift towards a socially fair health span promotion, 10 a key aspect of our health legacy for future generations.
